Early in the evolution of endovascular aneurysm repair, it was felt that embolization of a hypogastric artery should be done if it was to be covered by a limb extension into the external iliac artery.
Early in the evolution of endovascular aneurysm repair, it was felt that embolization of a hypogastric artery should be done if it was to be covered by a limb extension into the external iliac artery. 1 Over time, surgeons have become more lenient and have covered the origin of a hypogastric artery without embolizing it. This report looked at the incidence of endoleak and secondary intervention in patients in whom the hypogastric artery was embolized or not before coverage with an endograft limb.
The authors queried the ENGAGE (Endurant Stent Graft Natural Selection Global Postmarket Registry) database, which was designed to evaluate the performance of the Endurant (Medtronic, Minneapolis, Minn) endograft in real-world patients. It is important to note that this database was not designed to answer the question studied here.
Despite this limitation, the authors found that both groups were comparable and had similar and low rates of endoleak and reintervention. They concluded that embolization of a hypogastric artery was likely not needed before coverage with an endograft limb. The incidences of buttock claudication and sexual dysfunction were low but were not specifically queried in the database. These are very provocative data and could certainly change practice patterns because embolization adds time, cost, radiation, and contrast and has potential complications.
The data do not answer the critical question of whether there is a subgroup of patients who should have embolization of the hypogastric artery(s) before coverage. Also, hypogastric artery preservation with iliac branch devices was not studied. With the lack of sufficient data, it seems reasonable to embolize hypogastric arteries that are aneurysmal, have wide necks, or are associated with large common iliac arteries with a large aortic bifurcation. Patients with poor pelvic flow and the need for bilateral hypogastric coverage should be considered for hypogastric artery preservation with surgical bypass or iliac branch devices. Further study on these questions is desperately needed.
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